for five and a half years, but for three months she had suffered from .coiFtipation and diarrhoea, and on October 29 had passed much blood from the bowel. Examination under CR0C13: A large ulcerating c.Incerous mass was felt in the anterior rectal wall 3 in. or 4 in. from the anus. The upper border of the growth could not be reached, but it appeared to be oval in shape and not to surround the bowel.
Operation, November 7, 1910: Removal of the lower 8 in. of the bowel by the Aldrich-Blake method, slightly modified to include the stump of the uterus ;many glands were also removed.
Pathological Report: A pedunculated gangrenous growth, 3 in. long and 2 in. wide. The mucosa is intensely injected where it has come in contact with the tumour. Adherent to the bowel by a mass of fibro-fatty tissue is the stump of the cervix which looks healthy and has not been sectioned. Sections have been taken (1) of a terminal lobe of the growth; (2) from the pedicle of the same; and (3) from the neighbourhood of the pedicle where it adheres to the bowel. The ternminal lobe is capped by a wide zone of necrosis, but there is some cancerous tissue discernible in its centre. The pedicle and the third section show the presence of columnar tubules invading muscle. The growth is a columnar carcinoma such as arises primarily in the bowel.
The lower part of the bowel, which had been fixed in the anus, sloughed, and left inguinal colotomy had to be performed on November 15. For a time the patient did well, but ultimately died.
A Case of Adeno-carcinoma of the Uterus and Ovaries.
By MARY A. SCHARLIEB, MI.S. Miss J. W., aged 69. Pubertyat the age of 13. Menopause at the aoge of 38. Nothing abnormal until Christmas, 1909; since then vaginal haemorrhage at intervals. From the middle of February, 1911, to the date of the first visit, March 7, 1911, the htemorrhage was severe, coming with gushes and accompanied by large clots. All other functions and organs apparently normal. On examination the uterus appeared to be large and not freely movable; it was thought that multiple.fibroids existed.
Panhysterectomy was performed on March 8. Each ovary was enlarged to the size of a feetal head at about eight months' development; the pedicles were easily secured, and they were delivered unruptured. It was thought that the ovaries had undergone cysto-adeno-carcinomatous degeneration. On splitting the uterus open it was found to be filled with a soft nmass of .new growth, and a nodule in the anterior wall appeared to be of the same nature.
Pathological Report: The sections of the ovarian growths prove each to be malignant. In the one tumour the section shows an abundance of dense fibrous stroma with relatively little gland tissue. Alveolar spaces are present containing the tubular processes of an adenomatous growth. In the majority of these spaces the epithelium is quite simple, but in some it is proliferating in a complex manner. The other ovary presents much more definite signs of malignancy. In this the glandular tissue predominates, and the stroma of fibrous tissue is reduced to a supporting framework for the former. The tubular processes are not so simple; the epithelium forms large masses of spherical cells. The picture thus presented is typically that of adenocarcinoma.
The uterine wall is invaded by an adeno-carcinoma consisting of tubular processes which maintain their adenomatous conformation to a striking degree. This is the growth which is described under the name of adenoma malignum.
Additional Report: There is a striking similarity in the histological features of the uterine growth and those of the ovaries, so much so that it was thought probable that the Fallopian tubes would show signs of the transference of cancer cells between these organs. Sections have been made from each tube, but they show no involvement in the malignant process. It is probable that the ovarian growths are secondary and that the uterine cancer is the primary lesion, but the question of a primary bowel carcinoma should be borne in mind, especially as the microscopical characters of these tumours are similar to those of cancer of the alimentary tract.
The Fallopian tubes contain no sign of cancerous deposit.
DISCUSSION.
The PRESIDENT (Dr. Macnaughton-Jones) said that in his view malignant degeneration co-existing in the uterus and the adnexa might begin quite independently in either. He had shown at the Gynaecological Society sections from a case in which the adnexa of both sides, with the exception of one Fallopian tube, were carcinomatous, while the uterus was healthy; also a specimen of two large carcinomatous ovaries, each nearly the size of a small cocoanut, where the uterus was free. It was not uncommon to find, as in another case which he had exhibited, extensive papilloma of both tubes without involvement of the uterus. As to the rectal case, he had little doubt that it had arisen independently, and it was an interesting fact shown by statistics of the Mayos' clinic in Rochester, U.S.A., that some 10 per cent. of the cases of cancer of the rectum had originated as hemorrhoids and had been treated for these up to a comparatively short time before operation. He (the President) was certain that if haemorrhoids and such conditions as fissure or polypus of the rectum were dealt with early, there would be less necessity for the more extensive and serious operations required through the comparatively late discovery of the malignant condition.
Dr. CUTHBERT LOCKYER said the thanks of the Section were due to the exhibitor for bringing forward two specimens of great interest. In the case of Miss J. W. the question arose as to what relationship existed, if any, between the malignant ovarian growth and that in the body of the uterus? Four propositions might be put forward: (1) That the extensive uterine carcinoma was the primary growth and that the disease in the ovaries was secondary to it; (2) that vice versa, the ovarian cancer was primary and bilateral and that the uterine cancer was secondary thereto; (3) that both ovarian and uterine growths were metastatic to some undiscovered primary lesion of the gastro-intestinal tract or abdominal viscus; (4) that the ovaries and the uterus were both involved in a malignant process simultaneously, there being no question of the one being primary and the other secondary, and likewise no question of another growth being situated elsewhere to whlich as in proposition (3) these growths bore the relation of metastases. The speaker favoured the last view; he did not think the first explanation tenable, because whilst the tubular adeno-carcinoma of the uterus represented a fairly common type of uterine growth he had never met with a case of this disease where it had been proved that it caused secondary deposits in the ovary. It was known to spread by the lymphatics and cause involvement of lymplhatic glands but not of the ovaries. Dr. Lockyer had shown a case where bilateral ovarian cancer had spread by the perivascular lymphatics of the Fallopian tubes to the uterus, but here there was no large growth involving the whviole uterine mucosa and deeply eroding the muscle as in Mrs. Scharlieb's specimen. Mr. Glendining had published a similar case showing spread of cancer from the ovaries via the lumen of the tubes to the uterus. German writers also liad drawn attention to the same condition-i.e., the transference of cancer from ovaries to the uterus through the medium of the tubes-so that it was atn established fact that cancer of the uterine body secondary to ovarian carcinoma had been met with; but the objection to this being the explanation of the condition before them was the very advanced stage to which the uterine cancer had reached whilst no involvement of either tube existed (a point Dr. Lockyer had specially investigated). He was willing to admit, however, in connexion with the latter objection, that he had examined recently the uterus and a large ovarian growth which had been removed thirteen months after bilateral salpingectomy for tuberculous salpingitis. Here the ovarian growth was an adeno-careinoma of papillary type, and the uterus was the seat of cervical and carporeal cancer, proving that if there was an association between the uterine and ovarian growths the tubes were non-essential for the spread of the disease from one organ to the other, but the speaker's own view was that the disease had arisen simultaneously in both ovaries and uterus, and that this was not an example of pelvic metastasis from some primary source higher up such as had frequently been suggested by observers who spoke of implantation by gravitation of cancer cells. Dr. Lockyer had seen pseudo-mucinous degeneration of the appendix vermiformis in connexion with pseudo-mucinous cystadenoma of the opposite ovary, both innocent conditions, but suggesting that the epithelium in different parts of the body was prone to the same degenerative change, and he favoured the view that malignant change in the epithelium might show the same propensity and demonstrate itself synchronously in more places than one, and holding this opinion, Dr. Lockyer dismissed the idea of either growth in Mrs. Scharlieb's case being metastasis. As regards the case of rectal carcinoma, it was an interesting fact that many years before there were bilateral papilliferous ovarian adeno-carcinoinata, but in the speaker's opinion this had nothing to do with the occurrence of columnar cancer in the rectum-i.e., the rectal growth need not be considered as a recurrence.
